Background: Mistreatment of women in healthcare settings during childbirth has been gaining attention globally. Mistreatment during childbirth directly and indirectly affects health outcomes, patient satisfaction, and the likelihood of delivering in a facility currently or in the future. It is important that we study patients' reports of mistreatment and abuse to develop a deeper understanding of how it is perpetrated, its consequences, and to identify potential points of intervention. Patients' perception of the quality of care is dependent, not only on the content of care, but importantly, on women's expectations of care. Methods: This study uses rich, mixed-methods data to explore women's characteristics and experiences of mistreatment during childbirth among slum-resident women in Uttar Pradesh, India. To understand the ways in which women's social and cultural factors influence their expectations of care and consequently their perceptions of respectful care, we adopt a Cultural Health Capital (CHC) framework. The quantitative sample includes 392 women, and the qualitative sample includes 26 women. Results: Quantitative results suggest high levels of mistreatment (over 57 % of women reported any form of mistreatment). Qualitative findings suggest that lack of cultural health capital disadvantages patients in their patient-provider relationships, and that women use resources to improve care they receive. Participants articulated how providers set expectations and norms regarding behaviors in facilities; patients with lower social standing may not always understand standard practices and are likely to suffer poor health outcomes as a result. Of importance, however, patients also blame themselves for their own lack of knowledge. Conclusions: Lack of cultural health capital disadvantages women during delivery care in India. Providers set expectations and norms around behaviors during delivery, while women are often misinformed and may have low expectations of care.
Background
Maternal mortality remains a significant public health issue globally, and a growing literature suggests that mistreatment of women in healthcare settings must be addressed in order to improve mortality outcomes [1] [2] [3] . Mistreatment is a broad term that encompasses women's experiences with disrespect, physical and verbal abuse, neglect, as well as deficiencies in the facility environment and broader health system [4] . Mistreatment directly and indirectly effects health outcomes, patient satisfaction, and the likelihood of delivering in a facility currently or in the future [5, 6] . Past experiences with mistreatment may deter women from attending a facility even in instances where they experience complications [3] . Sub-standard quality of care contributes towards maternal mortality; for example, a study assessing all maternal deaths in tertiary care hospitals in Sri Lanka found that the majority of maternal deaths were preventable, with 79 % attributable to substandard care [7] . Beyond poor health outcomes, a study in Tanzania suggests that women who experience disrespectful or abusive care reported less satisfaction with their delivery, perceived quality of care for delivery, and were less likely to deliver in the same facility [8] . Analyses suggest that were respectful care and availability of drugs/ equipment to improve, that the proportion of women preferring a facility delivery would increase from 43 to 88 % [5] .
Mistreatment of women in healthcare settings during childbirth has been gaining attention globally [9] . In India, a number of studies report women's experiences of mistreatment in reproductive and maternal health services, including delivery. Indian women report being left unsupported, shouted at, and slapped during facility deliveries; women report that they were not given information about what treatment they were receiving and why they were receiving it [10] . At the facility level, delivery environments may be chaotic and unsafe in India [11] .
Paradoxically, past studies have found that women with higher education and socioeconomic status report higher levels of mistreatment and lower perceived quality of care [12] . At a national level in India, states with the highest level of literacy and longevity tend to also report the highest rates of morbidity [13] , highlighting the difference between observed versus perceived health. In healthcare facility settings, while women who are better off tend to report lower levels of quality care, in direct observation studies, higher socioeconomic status women are in fact observed to receive higher quality of care [14] . Past research in India has found that literate women were more likely to have their procedures explained to them [10] . Patients' perception of the quality of care is dependent on the content of care, but importantly, also on women's own expectations of care. In a systematic review of the patient satisfaction, Sitzia and Wood [15] identified patient expectations as a major determinant of satisfaction. Patients' expectations are often shaped by their socio-demographic characteristics [15] .
Examining women's lived experiences with maternal health services is critical to identifying drivers of access and utilization of care and to improve quality of care [10] . While the qualitative literature has increasingly reported experiences of mistreatment globally, there is limited quantitative research measuring the magnitude of mistreatment being experienced and associated risk factors. To date, the qualitative literature on mistreatment has under-theorized determinants and consequences of mistreatment.
Linking women's expectations to reports of mistreatment: cultural health capital theory
To understand the ways in which women's social and cultural characteristics influence their expectations of care and consequently their perceptions of respectful care, we adopt a Cultural Health Capital (CHC) framework. CHC is defined as a "specialized set of cultural skills, behaviors and interactional styles that are valued and leveraged as assets by both patients and providers in clinical encounters" [16] . Patient strategies include knowledge of medication and health conditions, an ability to communicate that knowledge efficiently, the ability to adjust one's interactional style, and utilizing organizational skills in healthcare settings (i.e. writing notes on which drugs to take and when to take them). These cultural skills and resources are critical to the ability of patients and providers to effectively engage and communicate with one another. Patients with greater CHC more easily engage with providers and navigate health systems, potentially deriving greater benefit from care [17] .
Rooted in Bourdieu's concepts of cultural capital [18, 19] , this framework suggests that CHC develops through repeated experiences of health-related practices. First, rather than engaging in standardized, purposeful interactions, many women are likely to respond in "habitual ways that are rooted in their experiences, schemes of thought and perception, long-lasting ways of organizing action, and their general sensibilities about how the world works" [16] . In other words, the ways in which women respond to their providers, and even their expectations of providers, are deeply rooted in past social experiences with formal institutions, including healthcare systems. In India, many women deliver outside formal health facilities, and in Uttar Pradesh, only 27 % had three or more antenatal care visits [20] . If women have never been to a healthcare facility prior to their delivery, as is common in India, their expectations is likely to differ significantly from a woman who has had past experiences with formal healthcare, such as attending antenatal care. Therefore, cultural health capital is not an innate quality; rather, it is a learned set of skills based on practice. Similar to social and cultural capital, CHC has been conceptualized as a resource. Similar to Bourdieu's conceptualization of cultural capital, each experience in a healthcare setting becomes an opportunity to gain additional cultural health capital, including skills, social competencies, and decision-making techniques [16] . However, some individuals lack the agency to develop and deploy these strategies in health interactions, oftentimes related to larger social structures and inequalities, such as lower socioeconomic status, lower literacy, and lower social standing in relation to gender, sex, age, or in India, class designations.
CHC is relational and driven by institutional power dynamics. While patient-provider interactions can be thought of as 'give-and-take' , or jointly determined, in poor contexts, providers are much more likely to play a significant role in how CHC is deployed and cultivated [21] . Rather than only respond to CHC that patients deploy, providers may also encourage patients in healthcare settings through signals and communication styles [16] . Conversely, providers may also discourage patient CHC, and in the US context, clinical encounters have been shown to disadvantage minority patients [22] . In developing contexts, providers may abuse patients to assert control as a means of distancing themselves from patients and maintain ideas of self-identity and power [23] .
Because of past poor experiences, or a lack of experience with formal healthcare altogether, poorer and lowerstanding women are less likely to deploy CHC. Based on this framework, we hypothesize that women of lower social standing have inculcated lower levels of expectations in regards to health; consequently, they are less likely to report mistreatment, regardless of whether it occurred or not. Understanding CHC in the context of urban, developing country settings is increasingly important given overburdened health systems, large urban populations, and the significant cultural heterogeneity of women in facilities. To our knowledge, CHC has only been conceptualized in the US context [16, 17, 21] . This study expands the concept of cultural health capital to the Indian context, among slum-resident women who deliver in facilities. Furthermore, it expands CHC to women's delivery care, an experience deeply rooted in traditional and cultural practices.
This study explores factors associated with Indian women's report of mistreatment from both a qualitative and quantitative perspective, and provides a theoretical exploration of how mistreatment is perpetrated, its drivers, and its consequences. Understanding mistreatment through mixed-methods allows women to report not only what types of disrespect are occurring, but also aids in understanding how and why they are experiencing it. We utilize mixed-methodology data to explore socio-demographic predictors of mistreatment in facility delivery, and how cultural health capital operates in this context with respect to mistreatment. The data comes from a sample of low-income and low-status women living in slums in Lucknow. Specifically from qualitative data, we are interested in women's description of forms of cultural health capital and how these relate to care, as well as the strategies that women may use to improve delivery care.
Methods
The study sites for all data collection activities, including surveys and focus group discussions, were slums of Lucknow city of Uttar Pradesh, India. A list of slums was obtained from the District Urban Development Authority (DUDA). Thirty-eight slums were selected randomly as this was estimated to be large enough to recruit the desired sample size based on prior power calculations of the likely number of women who would match our eligibility criteria within the population. There are a total of 713 slums in Lucknow and 40.2 % of the population of Lucknow lives in slums [24] . A number of past studies have found that maternal and reproductive health outcomes were worse for women living in slum areas of Lucknow compared to other parts of Lucknow, for example breastfeeding [25] . All surveys and discussions were completed in Hindi and occurred in April and May of 2015.
Quantitative sample
A total of 760 respondents were enrolled in the quantitative study. To be eligible, women had to be between 18 and 30 years of age, have at least one child currently under the age of five, and live in the slum area. To select households, the research team first made a listing of all households in the study area and then randomly selected households to visit to see if they had an eligible woman (through a series of questions about eligibility). Households were approached until the desired sample size of 380 migrants and 380 non-migrants was reached.
The quantitative analysis is restricted to 392 women who reported that their most recent birth took place in a health facility, in order to ensure reports of mistreatment were first hand. Women who had not delivered in a facility were asked to report if they heard second-hand about experiences of mistreatment, but these women were excluded from this analysis.
Surveys took about one hour to complete. The survey included a series of demographic questions as well as a birth history. Detailed data about the most recent birth, including measures of mistreatment, support, experiences and future preferences were collected. These measures have been previously developed and used in other settings [26, 27] .
Qualitative sample
Focus group participants were recruited through Anganwadi centers with the help of community health workers. Study researchers randomly selected four slums from the list of 38 slums for the larger quantitative survey to conduct qualitative focus group discussions. Study researchers first approached community health workers in each slum, typically trusted leaders in the community, and described the study, including the objectives and risks. Researchers then asked for permission to hold a focus group discussion as well as support in recruiting women. Inclusion criteria for participants included being between the ages 18 to 30, had at least one child currently under the age of five, lived in the slum area, and self-identified as a migrant (no set definition, based on a self-identification).
A total of eight focus group discussions were conducted, including four groups with female participants and four groups with male participants. The present analysis is restricted to women in order to limit to first-hand accounts of experiences around facility deliveries, specifically using data from the four female focus groups. In total, the qualitative sample includes 26 women. Focus groups were led by a trained, same-sex moderator and supported by a same-sex note-taker. All discussions were tape-recorded. Approximately 6-8 participants were included in each group discussion. Focus groups utilized a semi-structured interview guide, which was pre-tested through a pilot group discussion. The interview guide included questions about migration, social connections with villages of origin and in Lucknow, experiences with mistreatment during delivery, health knowledge, access to health services, and gender norms and beliefs. Focus groups were held at a community center in a private room in each slum, and lasted about one and a half to two hours each. Each focus group was led by a trained moderator and assisted by a note taker. At the conclusion of each focus group, participants completed a short questionnaire that included information about sociodemographic characteristics, their household, and information about migration.
Analyses

Quantitative analysis
We present descriptive and bivariate statistics. The outcome of interest is based on a summative measure of perceived mistreatment. The questionnaire asked women about eleven distinct types of mistreatment including: discrimination based on race, ethnicity, or ability to pay; physical abuse (slapping or hitting); verbal abuse (insult and shouting); threatening to withhold treatment; lack of information about care provided; ignoring or abandoning patient when in need; delivering alone; denying choice of position during delivery; birth companion(s) not allowed; request or suggestion for informal payments or bribes for better care; or unnecessary separation from baby after birth. Potential covariates explored included age (16) (17) (18) (19) years; 20-24 years; 25-30 years); migration status (non-migrant; urban to urban; rural to urban); caste (other; scheduled caste; scheduled tribe; other backward caste), 1 wealth quartile; and education level (illiterate/no education; primary; secondary or more). Wealth quartiles were determined based on principle components analysis using a listing of household durable goods [28] .
Qualitative analysis
Focus group discussions were transcribed into Hindi and translated to English. Focus group discussions were analyzed using an open coding approach in Atlas.ti. Several authors reviewed the focus group transcripts to identify themes related to mistreatment prior to coding. A code list was created iteratively during the coding process, applied to new interviews, and refined throughout, as were code definitions and hierarchies [29] . The code list, definitions, and hierarchies were cross-checked with the transcripts by three researchers to ensure validity. This analysis utilizes codes related to experiences of delivery, accessing healthcare and health knowledge. The analysis is supplemented by codes relating to migration and life in villages of origin.
Ethical review, consent, and permissions
Eligible woman were read an informed consent, and if interested, gave verbal consent to participate. All study documents and procedures were reviewed and approved by the Institutional Review Boards at the University of California, San Francisco (UCSF) and Foundation for Research in Health Systems (FRHS) in India.
Results
We first report demographic characteristics of both the quantitative and qualitative data. Next, we present bivariate analyses of women's report of mistreatment across different social and demographic characteristics. We then present qualitative data that describes how women experience mistreatment in the Indian context, cultural health capital in delivery care, and the resources that patients may employ to improve quality of care.
Demographic characteristics: quantitative surveys
A total of 759 women completed the quantitative survey, including 392 women who reported delivering at a health facility for their most recent birth. Table 1 shows the socio-demographic characteristics of the sample of women delivering at a health facility. Women who delivered at a health facility have a mean age of 25.3 years (SD = 3.1 years), with the greatest proportion of women ages 25 to 30; less than five percent of the sample is 18 to 20 years of age. Over two-thirds of the sample is Hindu. A majority of women are members of a scheduled class or otherwise backward class, and 11.7 % are members of a scheduled tribe. Over 99 % of the sample is currently married, with a mean age at marriage of 17.2 years (SD = 2.4 years). Almost three-quarters of women in the sample were married between ages 13 and 18. Many women have little to no education; 36.5 % are illiterate or have no formal education, while 37.8 % have some or complete primary education. However, 25.8 % of women attended at least some secondary or post-secondary education. Women who delivered at a health facility tended to be slightly wealthier than the full sample of women; 32.0 % are in the richest wealth quartile. This sample includes 22.5 % of women in the lower middle and 25.8 % of women in the upper middle quartiles, and 19.7 % of women in the poorest quartile. Women in this restricted sample live in households with a mean of 4.8 members (SD = 1.7 members).
Women who delivered in a health facility report a mean of 2.1 births in their lifetime (SD = 1.1 births). Public sector primary health centers are the most common place of delivery, where 50.0 % of the sample delivered. Women also report delivering at government hospitals and private hospitals; 20.9 % of the sample delivered at each. Finally, 8.2 % of women report delivering at a private clinic. A majority of women, 87.8 %, were accompanied by their husband to their most recent delivery. Nearly half of women were accompanied by their mother (48.7 %) or mother-in-law (45.2 %). Women report that they were also accompanied by their sister (29.6 %), a friend (34.9 %), or another person (23.5 %).
Demographic characteristics: qualitative sample
Socio-demographic characteristics of 26 female focus group discussion participants are reported in Table 1 . The mean age of focus group participants, 24.9 years (SD = 31 years) is slightly younger than the mean age of quantitative survey respondents, though the distribution of ages is similar in the two samples. Half of focus group participants are Hindi, and half are Muslim. A high proportion of focus group participants, 84.6 %, are members of an otherwise backwards class. The remainder is members of a scheduled class (7.7 %) or scheduled tribe (7.7 %). All participants are currently married, and were on average 15.5 years of age when they married (SD = 4.0 years). Focus group participants tended to marry at younger ages compared to quantitative survey respondents. Respondents live in households with an average 5.4 members (SD = 3.2 members), and have had an average of 2.7 births in their lifetime (SD = 1.3). Over half of focus group participants have no formal education (53.9 %). Just over one-quarter has attended at least some primary school (26.9 %), while 19.2 % have attended some secondary or post-secondary school.
Quantitative findings Prevalence of mistreatment
Over half of survey respondents (54.7 %) report experiencing any type of mistreatment during a facility delivery. Among the eleven forms of mistreatment shown in Table 2 , About 10 % of the sample reports experiencing threats to withhold treatment, being abandoned or ignored, delivering alone, or being denied their preferred choice of position for delivery. A lack of information (4.6 %) and unnecessary separation from the baby (4.3 %) are the least prevalent behaviors reported.
Bivariate associations of disrespectful behaviors with socio-demographic characteristics
Older women, compared to younger, were significantly more likely to report being asked to pay bribes (Table 3) . Age was not associated with any of the other outcomes. Non-migrants were significantly more likely to report not being allowed a companion of their choice and had a higher mean disrespect score compared to women who migrated. Richer women, compared to poorer women, were significantly more likely to report verbal abuse, not being allowed a companion of their choice and had a higher mean disrespect score. Lower caste women were more likely to report many types of mistreatment compared to women of other caste, including: discrimination, verbal and physical abuse, being abandoned and ignored, requested to pay bribes, and the overall disrespect score. There were no significant differences in mistreatment by education status.
Qualitative findings
Minimal and poor experiences with healthcare
Most migrant women had not had experiences with formal care in their villages of origin; many attributed this to social norms around care, or a lack of formal healthcare facilities in their villages of origin before they migrated. In addition, prior poor experiences are a deterrent to use, as many women actively considered the experiences of their friends and neighbors, as well as their own, in making decisions about whether and where to seek healthcare. Many women discussed a low quality of care in their villages of origin, which coupled with social and familial norms around care seeking, led to a lack of access to formal care.
"Health facilities in villages are not good. Services are also not good like doctors won't listen to patients' problem properly or either they won't give proper medicines…some family member does not allow consulting doctors or they would try to suggest self-medication. They would underestimate health problems leading to no medication or consulting doctor." (Age 20, from rural area of another state)
Many women were unsure where they might seek care in Lucknow. For example, many illiterate women feel disadvantaged because they cannot understand even menial processes in healthcare. One respondent reports, "I don't know what nurses keep writing on that piece of paper. We don't understand it" (Age 29, from a rural area of another state). Among many respondents, a lack of information about health facilities and available services was cited as a primary reason for not seeking services.
"We are for each other. We don't usually go to hospitals as we don't have any information related to maternal and child health." (Age 29, from a large city in Uttar Pradesh) Multiple women agreed that not understanding whom to call in instances such as at the onset of labor, or more generally, how and when to utilize reproductive and maternal health care, deterred them from using facilities.
"If we call an ambulance, government service, back home, it comes. Here, we don't know whom to call for emergencies. We have to get a paid transport." (Age 25, from rural Uttar Pradesh) "We don't have any one to inform us on health issues like some ASHA [community health worker] or ANM [trained nurse midwife]. They come here in our community only when polio rounds are going on." (Age 28, from rural Uttar Pradesh) This lack of institutional support impedes access to available care for both preventive and curative care, and importantly, at delivery. A lack of education also presents a barrier to care for many respondents. Particularly among women who are illiterate, difficulties with reading instructions or directions to the hospital are a deterrent to attending a facility.
Various forms of mistreatment occur at health facilities
Respondents commonly reported that the poor face discrimination and abuse in health facilities, which is a deterrent to their use. Specifically, a number of respondents felt the quality of care at government facilities was substandard for the poor compared to those of middle or higher socio-economic status, who received better treatment and faced fewer barriers to accessing care in the public sector. Among a majority of respondents, poverty is perceived as the most important cause in predicting who will experience disrespect or abuse. While some respondents felt migrants face discrimination, many reported that migrants received similar treatment as non-migrants, and refuted that migrants received poorer quality of care.
The types of mistreatment reported in focus group discussions are similar to those found in the quantitative survey. The most commonly reported type of abuse among focus group participants is verbal abuse, which includes "scolding" patients and shouting at them.
"For [higher socio-economic status] government health facilities are very good. For us, poor people, it is not so good. We are abused. If you ask anything to them they would shout back at you. They think they are big shots and know each and everything. What would a poor man do in such situations? We have to keep mum." (Age 28, from rural Uttar Pradesh)
Here, she attributes verbal abuse to her lower status, and feels there is no recourse for this abuse. Beyond verbal abuse, several patients also described instances of physical abuse. Several respondents described paying bribes to receive proper treatment and access medications; if they are unable to pay such bribes, they do not receive treatment. One respondent describes an especially egregious bribe:
"When my sister-in-law delivered, staff there started asking for money. They were asking for money because my sister-in-law had delivered a baby boy. They exchanged our baby boy with a girl. We had to pay each more than Rs.500 to get baby back and get discharged." (Age 25, from rural Uttar Pradesh) While this represents an extreme example, bribes were characterized as commonplace in the course of care at public facilities. Finally, a majority of respondents perceived that the poor are delayed in receiving care at these facilities, and are forced to wait longer than others for treatment. Several respondents remarked that those of higher socio-economic status were able to avoid queues and receive more timely and higher quality care.
Lack of cultural health capital influenced providers' response
Many respondents recognized that health facilities have a specific set of social rules. However, marginalized respondents reported that while they recognize situations of mistreatment, they face difficulties in their ability to follow, or even identify or understand, these rules. Several respondents blamed themselves for their lack of cultural health capital:
"This is our fault and not doctor's…We don't know many things. If we are literate and know to read, we would be able to identify different directions given at hospitals. So, it is vain to go there." (Age 29, from a small city in Uttar Pradesh)
Here, the respondent identifies a structural barrier to respectful, appropriate care: a lack of education. That is, in this setting, education or literacy, is an important instrumental resource that can improve the quality of care when leveraged in healthcare settings.
When respondents are unable to act in accordance with or unaware of these social rules, they may experience mistreatment by providers. One respondent describes such an instance, which upset the provider and resulted in verbal abuse.
"Sometimes, when patients don't listen and try to violate privacy of other patients, doctors get angry. Doctors request them to come one by one but clients don't follow doctor. That time doctors have all rights to get angry. It is mistake of other patients that they are trying to breech confidentiality of the one who is in doctor's cabin." (Age 25, from a rural area in another state)
The doctors have set expectations about how patients will or should act, and patients must utilize cultural health capital in these settings. Where they do not, they are at risk of mistreatment.
Patients receive better treatment by leveraging resources
Respondents recognize that they can improve the quality of care received, and avoid mistreatment by utilizing specific resources, and using interactional styles that meet provider expectations. Patients who actively engage with providers are perceived to receive better and faster service. One respondent describes questioning providers as an interactional style that exemplified higher cultural capital.
"If any patient comes later than us but keeps questioning hospital staff about each and everything, they are served first. As we don't ask any questions to anyone (because we don't know anything), we keep waiting." (Age 27, from rural Uttar Pradesh)
A strategy for accessing cultural health capital is to attend care with someone who is familiar with the providers and processes at a healthcare facility. By leveraging another person's cultural health capital, respondents are able to receive care in a timelier manner, and are less subject to disrespect or abuse.
"Yeah. If we have someone who knows to doctor at a government facility, we are provided with services a little faster than usual. But if we go alone, we face problems." (Age 28, from rural Uttar Pradesh) Some respondents identified specific members of their family or community who were familiar with facilities, and asked that person accompany them when accessing services. Having someone accompany them to facilities increased their comfort in utilizing facility services. For example, one participant describes how her mother helped navigate the complicated system of receiving money for her delivery as well as her satisfaction with care. Several other women agreed that attending a facility with someone who is familiar with the ways of care improves the quality of their care. The use of patient advocates is an important mechanism through which marginalized women improved their cultural health capital. These advocates are described as community leaders who are familiar with the health system, suggesting they have greater cultural health capital that can be leveraged by those less experienced with formal care.
Discussion
This mixed-methods study explores the social and cultural underpinnings of mistreatment in India using the theoretical lens of cultural health capital. In line with other studies, quantitative results suggest high levels of mistreatment, with over 57 % of women reporting any form of mistreatment. In line with other research, we found that wealthier women reported higher levels of disrespect. Non-migrant women also reported less disrespect compared to migrant women. This is commensurate with other studies that find that richer women were more likely to report abuse [12] . Past research in the developed world has found that migrants from developing countries face discrimination and disrespect in childbirth [30, 31] . This is the first study to our knowledge to explore this issue and find this relationship among internal migrants in a developing country.
However, we also found that lower caste women reported more mistreatment, which reflects past literature on the importance of caste in the Indian context. For example, prior studies found that scheduled tribe populations have higher mortality compared to other groups in India, even after controlling for other factors such as wealth [32] . Scheduled tribes are isolated and socially distanced from mainstream Indian (Hindu) society, often speaking different languages, living in more remote regions, and having different cultural practices [33] . It is therefore not surprising that this population perceives having experienced more outright discrimination than the other castes in this study. Indigenous populations in multiple countries report dissatisfaction with delivery services as a barrier to their use, as services did not allow for culturally preferred practices around childbirth [26] . In Peru, facility delivery among indigenous women increased after a facility-based intervention to better incorporate culturally preferred practices around childbirth [34] . It is additionally likely that providers and facility staff see these women as being less empowered or see scheduled tribe or otherwise backwards class (OBC) groups as more different from themselves, and therefore feel that they can demand bribes from these individuals.
There are possible explanations for the different findings for wealth vs. caste. It is critical to consider the composition of our sample, which was recruited from disadvantaged slum areas. Thus, the entire sample comprised of poor individuals, and the wealthy in our wealth quartile are fairly poor compared to the population of Lucknow. A more economically diverse sample representative of the greater population would have been able to assess whether, in fact, the truly wealthy, rather than the relatively wealthy, perceive less mistreatment. Another explanation may be that the mechanisms of disrespect on wealth and caste may differ. Cultural health capital theory suggests that wealthier women are more likely to have had repeated experiences with healthcare settings in the past [17] . Therefore, wealthier women have higher levels of expectations of care. Low caste, on the other hand, may be too difficult to overcome, given the historical and persistent cycle of disadvantage and discrimination that this group faces [33] . Future studies should disentangle potential mechanisms that may be at play regarding wealth and caste in India.
Our qualitative data further sheds light on women's experiences of mistreatment. Of interest is that women are able to describe and recognize the demeaning care that the poor in particular receive. Cultural health capital theory suggests that there is a difference between recognition of poor care and necessary skills and capital to compensate for and change these interactions [16] . Therefore, even if the poor are able to recognize low quality of care or discrimination, their true disadvantage lies in their ability to develop and utilize cultural health capital. While several women describe in focus group discussions how they use social resources to assist in navigating the health system, most, however, have little or no cultural health capital because they lack past experiences with the healthcare system. The majority of women describe their lack of education and information to get to the facility, and that most of their information comes from their own social networks versus more formal or institutional sources. It is likely that their social network is also of low socioeconomic status, with similarly low levels of engagement or experience with formal healthcare [35] . Taken together, in addition to not having previous opportunities to acquire skills in the healthcare setting, women are also misinformed and may have lower expectations of care because of the social and cultural norms inculcated by friends and family.
Participants also described how providers set expectations and norms regarding behaviors in facilities. Patients with lower social standing may not always understand standard practices. Of importance, however, patients also blame themselves for their lack of knowledge rather than recognize that providers may improve communication to better inform patients of their choices and care processes. Such attitudes may create power disparities between providers and migrants that lead to abuse of patients [36] . In Ghana, a study of differential treatment between the "educated elite" and non-elite "villager" in healthcare settings hypothesizes that these differences are tied to larger social inclusion and exclusion of those who are educated versus non-educated in Ghanaian society at large [14] . Therefore, rather than blaming healthcare workers, it is more important to address underlying social determinants of health and understand where social disparities are produced and reproduced in larger institutions and society.
Existing social disparities and their reproduction in delivery care are also critical to consider with respect to migration. In the focus group discussions, women who report a lack of access to healthcare in their villages of origin again faced challenges in accessing care in Lucknow. Immigrants' health in their destination community is shaped in part by their socio-economic status and other social characteristics in their villages of origin, as well as their opportunities in their destination [37] . Here, we find pre-migration disadvantage is reproduced. The majority of women in the sample come from rural areas. The rural-urban disadvantage is well-established in India, particularly related to maternity services such as antenatal care and delivery in a facility [20] . Because women lacked access to formal healthcare in their villages of origin, they were unable to develop cultural health capital, a needed resource for quality care in their destination.
A number of recommendations can be made from the data. First, future programs should increase opportunities for institutional engagement with marginalized urban residents. Several women reported in focus group discussions that they desired support from ASHAs in their community. Therefore, ASHAs could promote early antenatal care, familiarize them with available healthcare options, what to expect during the delivery experience, and how to navigate the healthcare system. Other women reported that they received information about reproductive and maternal health from ASHAs, suggesting that community health workers might be utilized to provide links to formal care for women with little or no prior experience with the public health sector. Lastly, this study found that well-positioned or connected community members in particular were helpful in increasing attention and prompt care. Patient advocates and continuous support during delivery, such as by a doula (woman trained to provide support to a woman during delivery), have been shown to improve patient satisfaction and decrease the likelihood of having intrapartum analgesia or an operative birth [38] . Therefore, specific training with community and family members to improve women's cultural health capital should be developed.
There are a number of limitations to this study. First, this study represents an in-depth view of slums in one part of India. This study is focused in urban slum populations in Lucknow, Uttar Pradesh; therefore, it may not be representative of other parts of India outside slum populations, or even other slums in Uttar Pradesh. Future studies may include broader samples in order to understand whether expectations of care differ across a more diverse socioeconomic population of women. Second, this study was guided by cultural health capital theory; however, the survey is not able to measure levels of cultural health capital among participants because no validated measures have been developed. Future studies should develop quantitative measures of cultural health capital to understand the possible pathways that this may influence expectations and experiences with delivery care. Moreover, this study focuses on the experiences of women. However, it would be important to also include provider experiences in the future and to understand how physicians, nurses, and midwives are socialized to providing healthcare, reproducing societal inequalities within health facility settings, and the factors that may lead to mistreatment [39] .
Despite these limitations, this study contributes to the larger literature on mistreatment among women in India by assessing prevalence of specific forms of mistreatment, and increasing understanding of how women understand and respond to mistreatment during delivery care. Given the renewed focus on women's experiences during delivery [40] , this study sheds light on potential strategies that women may use during care and highlights the importance of better understanding women's expectation of care.
